MANAGING CHRONIC ILLNESS
For many frail older adults, the need for medical and LTC services are intertwined. The very factors that prompt the need for medical care often drive the need for supportive LTC services. Adequately addressing both requires care coordination that crosses health care providers and settings. Over time, chronic disabilities are linked to a decline in physical and functional ability, an increased risk and likelihood of future illness, social isolation, and loss of independence. For many clinically and functionally impaired older adults without supportive LTC services, the option to remain in their home and community becomes less likely, and their quality of life is significantly diminished.
Managing chronic illness is a challenge for health care providers. In the U.S., approximately one-half of the population suffers from a chronic condition and onequarter has multiple chronic illnesses. Seven out of every 10 deaths in this country are attributed to a chronic disease and, in less than 20 years, health care spending on chronic disease will reach approximately 80 percent of total spending. (New Democrats Online, 2004) . Approximately 80 percent of the U.S. senior population suffers from at least one chronic illness while 50 percent of this population has been diagnosed with at least two chronic illnesses (Centers for Disease Control and Prevention, 2004) . As this population continues to grow and age, the prevalence of chronic illness is likely to increase. For older adults, chronic disease is often linked to a higher rate of injuries, functional limitations, and cognitive impairments. In 1998, 31 percent of New York State adults age 65 to 69, and 38 percent of adults age 70 or over reported the prevalence of a functional limitation, such as a physical impairment or health condition, that affected their ability to perform activities (New York State Department of Health, 2000) .
For an older person living alone or without a formal caregiver, seeking and receiving treatment for such conditions is much more challenging. In New York, a majority of the State's elderly population lives in the community. Given the increased demand for services that adequately support both the medical and LTC needs of New York's growing elderly population, this article describes the health and LTC service options available through a managed LTC model and the strategies utilized by one New York City managed LTC program in particular, VNS CHOICE 1 , to provide comprehensive care coordination and integration of clinical ser vices to effectively impact the level of care required by a chronically ill elderly population.
In the early 1990s, New York State explored several strategies to increase the number of LTC service options available to its growing and more culturally diverse elderly population while addressing the State's rising Medicaid budget. During this period, New York initiated a Medicaid managed LTC demonstration program with the aim of achieving several key goals as defined by the New York State Department of Social Ser vices (1996) request for proposal. Goals included: (1) increasing choices for LTC clients and their families; (2) increasing client satisfaction through a more flexible delivery system; (3) improving the health status outcomes of clients; (4) fostering independence and improving or delaying declines in functioning; and (5) reducing Medicaid expenses in a cost-effective manner. In 1997, New York State launched a larger initiative to improve the financing and coordination of chronic care services for the frail elderly population integrating its prior demonstration. The Long Term Care and Financing Act of 1997 created a new category of health maintenance organization and provided a flexible model of managed LTC that permits different plans to structure a program model consistent with their organizational capabilities.
Managed LTC programs receive a capitated per member per month payment from Medicaid and are responsible for providing comprehensive care management, authorizing and arranging for capitated services, and coordinating all services, both capitated and non-capitated. Covered services include a wide array of home and community-based ser vices designed to help individual enrollees remain in their home and community for as long as is safely possible, substitute services such as home delivered meals, social day centers, and institutional services when appropriate. Medicare services such as primary and specialty physician care, diagnostic testing and laboratory, inpatient care, and emergency room services are not covered by the program; however, managed LTC programs are required to coordinate services across all providers and settings. (Table 1 provides a list of the services covered by managed LTC programs.) A summary of VNS CHOICE utilization data illustrates the range and utilization of community services arranged by care team clinicians. Table 2 presents an overall picture of community service utilization by VNS CHOICE members.
Managed LTC programs are responsible to coordinate and provide care management for covered and non-covered services.
Effective care management for community, institutional, and medical care has a direct impact on the program's ability to provide services in a cost-effective manner. Poor medical outcomes often result in increased utilization of capitated services. As an example, VNS CHOICE found that care management time and the functional needs of members traditionally increase following a hospital stay. As such, managed LTC programs have the incentive to reduce costs by providing enhanced care management that avoids a hospital admission if possible, reduces the hospital length of stay, and likelihood of multiple hospital admissions.
Individuals enrolling in a managed LTC program require medical, psychosocial, environment, and supportive long care services.
Enrollment is voluntar y and enrollees may disenroll from the plan at any time. Typically, managed LTC programs ser ve an elderly population, although the lower age eligibility limit is set at age 21. Individuals may enroll in a managed LTC program if they live in the plan's service area, are nursing home eligible as defined by a standardized assessment tool, have LTC service needs that are expected to continue for at least 120 days, can remain safely in their home at the time of enrollment, are eligible for Medicaid, 
VNS CHOICE MANAGED LTC MODEL
VNS CHOICE has a service area of the five counties of New York City, and began enrolling members on January 1, 1998. To date, the program has served 6,900 nursing home eligible Medicaid beneficiaries, with a current membership of approximately 3,800 enrollees.
During the initial development and implementation, the program faced a series of challenges. In order to provide enrollees with a range of services and providers that adequately addressed individual care needs, the program needed to develop and build a network of community providers. Managed LTC was a new model and many provider organizations were unfamiliar with the regulatory and contracting requirements. In fact, many providers within the current network had never contracted with a managed care entity. The organization worked over time to educate community providers about managed LTC, the opportunities that the model provided for them and for their constituencies, and established collaborative relationships with individual community-based organizations and providers. Today, the program has a sizable network of more than 120 community-based organizations throughout New York City. These include 20 providers of paraprofessional home care services, 25 providers of social adult day services, 27 nursing homes, 17 home delivered meals programs, and 21 car and ambulette 2 services. VNS CHOICE has a specialized provider relation's team who develops, supports, and manages ongoing business relationships with each of these network providers. Each provider's qualifications are verified prior to their joining the program's provider network. The wide array of network providers offers members a choice regarding the community services they would like to receive and of the individual providers who offer these services. Member satisfaction surveys completed several times throughout the year in a language spoken by members demonstrate their satisfaction with the flexibility of the service delivery system. Consistent with its service area, VNS CHOICE serves a diverse multicultural population characterized by complex medical, psychosocial, and LTC needs. The program has experienced low levels of disenrollment, on a monthly basis less than 2 percent of the prior month's membership. The average length of membership for members who disenroll from the program, with more than 50 to 60 percent of disenrollments due to member death, is approximately 3 years. (Table 3 provides a demographic profile of VNS CHOICE members.)
VNS CHOICE information systems track up to five diagnoses per member and, on average, members have five clinical diagnoses. In addition, the average member has a high rate of functional deficits. Table 4 provides a description of the functional and clinical characteristics of VNS CHOICE enrollees.
VNS CHOICE was designed around the several key principles initially identified in the New York State Department of Social Services (1996) request for proposal. These building blocks are consistent with the State's initial objectives for managed LTC, including consumer choice, involving the member and his/her family in the care planning process, improving or stabilizing level of independence and functional status, and collaborating with community providers and facilities to provide fully coordinated care. These objectives are interwoven into all aspects of a member's care.
The care team philosophy and interdisciplinary team model integrates concepts that demonstrate the patient-centered focus of the program: comprehensive service delivery which addresses the social, environmental, physical, and medical needs of individuals while integrating both acute and LTC ser vices; collaboration between interdisciplinary care team clinicians, members, caregivers, physicians, providers and facility staff; and continuous coordination of care, which addresses the multiple health and community services needs of the program's population.
Through the program's care management model, enrollees in effect receive a care manager for life, a nurse consultant who serves as the single point of contact for all ser vices regardless of setting. Following an initial assessment by the nurse consultant care manager, he/she identifies and coordinates the need for clinical interventions by members of the care management team including social workers, rehabilitation consultants (physical therapist), nurse practitioners, and nutritionists. The nurse consultant also identifies and arranges for services through which the member may benefit, such as home health aide hours, meals on wheels, time spent at a local day center, and preventive services such as appointments with a community audiologist or optometrist. Ongoing communication and discussion between members of the care team, either through formal case conferences or informal consultations, presents clinicians with a consistent opportunity to monitor the changing health status of enrollees with the goal of preventing acute exacerbations, and slowing the rate of functional decline wherever possible. Although nurse consultant care managers are experienced clinicians when hired, the program has developed a series of training programs to ensure that all care managers are well prepared to meet the extensive requirements of managed LTC. Clinical staff receive training in care management for members in the community, hospital and nursing home and participate in a geriatric curriculum designed to promote comprehensive care for a geriatric population. Topics covered through the geriatric curriculum include cognitive assessment and mental status of older adults, depression, dementia and delirium, medication management, falls risk assessment and prevention, nutrition, pain management and advance care planning. New topics are continually added to the geriatric curriculum to address staff needs.
Clinical guidelines developed by VNS CHOICE and based on current evidencebased standards of practice, are used by care managers to ensure consistency in clinical practice. As developed, the guidelines generally include disease symptoms in the elderly, medical management standards, treatment and medication goals, geriatric considerations, common complications, and member education standards. Examples of specific guidelines developed by the program include dementia, chronic obstructive pulmonary disease (COPD), diabetes, hypertension, depression, and congestive heart failure. In addition, the program has adopted prevention standards and monitors and facilitates access to preventive services, such as influenza and pneumonia vaccines, routine screening tests such as cholesterol and osteoporosis, diabetes management screening, and mammograms. Care managers work with members and their physicians to ensure compliance with these standards. Member education accompanies all related screening and immunizations. Pharmaceutical care is an important component of the care management process and one that helps clinical staff provide an enhanced quality of care and higher level of safety to program members. As front-line clinical managers, nurse consultants play a vital role in the strategies and practices designed to promote good medication management. Through close contact with program members, care coordination during periods of transition from the community, hospital and nursing home, regular visits to the home, and a continuous review of medications, nurse consultants are in a unique position to identify medication errors and respond quickly to signs of an adverse drug reaction, recognize drugs considered inappropriate for an elderly population, and monitor compliance with medication utilization.
CARE MANAGEMENT
VNS CHOICE focuses on member choice by including members and their families in the development of a care plan that reflects their care preferences and willingness to use substitute services, such as home delivered meals and adult day care, to the extent possible. Care planning and collaboration begins from the point an individual enrolls in the program, and continues through the member's enrollment period. Through a cycle of regular assessment and reassessment, care managers address changing medical and LTC needs and focus on efficient use of resources, prevention strategies, promotion of independence and autonomy, and close monitoring and management of chronic diseases (Figure 1 ).
Advance care planning is an important component of the program because most members remain with the program for life. The program's goal is to assure that members receive care according to their wishes. Mindful of the various cultural and religious beliefs held by individual enrollees, nurse consultant care managers and social workers discuss advance directives and end of life planning with all members. These discussions ensure that member wishes are carried forth even in situations where a member may be unable to communication his/her wishes.
Community physicians are integrally involved in the development of a member's plan of care and are notified regarding changes in clinical status and care. Decisions regarding nursing home admissions are made jointly between the member, his/her family, and physician.
Coordination between clinical professionals within the interdisciplinary team occurs regularly. During team meetings and case conferences, clinical staff involved in the care of a member or a group of members discuss assessment findings, specific care needs, clinical problems, interventions, treatments, etc., of new enrollees and members with difficult clinical or psychosocial issues.
Care Management for Individuals in the Community
While more than 93 percent of enrollees reside in the community, the program has implemented a series of comprehensive guidelines to ensure consistent care management regardless of setting: community, hospital, or nursing home. Care team clinicians follow very specific guidelines and timeframes concerning initial and ongoing visits as well as telephonic care management for community members. More frequent visits or increased levels of telephonic care management are provided where clinically appropriate.
Care management for a member residing in their home includes an array of interventions. Nurse consultant care managers represent the frontline of member care and play an integral role in the care planning process for all members. Within the team structure, nurse consultants assess the current needs of a member, coordinate care with clinical professionals on the interdisciplinary team, evaluate changing member needs and document these changes in the care plan, and communicate with community providers including physicians and hospital staff as well as the individual member and his/her family. Following an initial assessment by a nurse consultant, he/she may identify the need for an intervention by a care team professional. Collaboration between members of the interdisciplinary care team attempts to address a range of care needs for the member as a whole.
For members who experience physical or functional difficulties, the nurse consultant may make a referral to a rehabilitation consultant for an assessment. Aside from providing traditional assessments and assisting members with their physical and functional difficulties, rehabilitation therapists explore opportunities to promote greater independence and maximize functionality for a program member. Often, assessments include a review of the living
Assessment/Reassessment
• Includes interdisciplincary care team.
• Initial-Comprehensive medical, psychosocial, functional, cognitive, environmental, strengths, needs, and preferences.
• Ongoing-Status, effects of care plan and services, changes, etc.
• Care team review and team meetings.
Monitor
• Visit member regardless of setting.
• Telephonic care management.
• Team members supervise home care services not provided by care team.
• Periodic contact with physician, family, and other providers.
Implementation
• Arrange and coordinate all services based on care plan.
• Provided skilled home care.
• Use care management and clinical guidelines based on member need or site of care.
Care Planning
• Establish goals.
• Establish clinical and service needs based on assessment and goals.
• Integrates input from member, family, and physician.
• Negotiate care plan and caregiver responsibilities.
NOTE: VNS CHOICE is sponsored by the Visiting Nurse Service of New York, the largest not-for-profit provider of home and community-based services in the U.S. A nurse consultant assessment may also uncover the need for intervention by a social worker. In many instances, a social worker assessment may be necessary to evaluate the psychological, social service and environmental needs of a member. The social worker is in the best position to identify a member's eligibility for financial entitlements, alternate housing, if necessary, and discuss advance care planning to adequately address future care needs.
Nurse practitioners offer enhanced nursing care and consultation to a nurse consultant regarding a member with complicated clinical conditions. At the request of a nurse consultant care manager, nurse practitioners will visit the member and offer strategies for advanced clinical care. Nurse practitioners provide inservice clinical education to program staff, participate in case conferences and team meetings, and serve as a resource for nursing staff in the assessment and treatment of members with advanced health care needs.
Care Management in the Hospital
In New York City, the leading causes of hospitalization in the elderly include heart disease, malignant neoplasm, pneumonia, influenza, cerebrovascular disease, COPD, and diabetes. Managed LTC programs are at risk for all covered services which include: care coordination; home and community-based ser vices such as skilled home care, personal care, durable medical equipment and medical supplies; prescription and over-the-counter medications; substitute services, such as social and medical day care, home delivered meals, and chore service; custodial nursing home; and select ambulatory services including optometry, podiatry, audiology, and hearing aides. Acute care, whether covered by Medicare or Medicaid is outside of the benefit package. Managed LTC programs are responsible for coordination of all services and for third-party benefit coordination. The financial incentives of managed LTC programs are to ensure that members' medical and functional status' are well managed. Medically, the programs work to ensure that there are no or few exacerbations of chronic conditions, especially one that results in a hospital admission. Member hospitalizations result in deconditioning and functional decline, increased admission to nursing homes, and sustained higher costs for inhome community services.
While managed LTC programs are not at direct risk for hospital care, they do have incentives to both reduce hospitalization rates as well as to promote and manage effective care for hospitalized program members. On average, 30 percent of members have a sustained increased level of service needs following a hospitalization due to the underlying clinical reason for the hospitalization, as well as deconditioning that results from the hospital stay. By reducing admission rates and/or length of stay, and ensuring appropriate discharge planning, managed LTC programs both improve quality of care and outcomes for members, while being aligned financially with the interests of the program.
For the care team clinicians, hospital care management is an extensive and timeconsuming process. On average, according to plan administrative data, the care team spends approximately 200 percent more time on care management in a given month for a hospitalized member than for community-based members without hospitalizations. The focus of care team interventions is to improve and stabilize the member's health status, aid in the return of the member to the community, and facilitate an effective and smooth transition among and between settings of care-from the community to hospital and, following hospital discharge, from the hospital to a nursing home or back to the community. On admission to the hospital, care managers provide the facility with information concerning the member's medical history, medications, and contact information. This is an especially important role for members without family supports, and those who do not speak English. By bridging care settings and providing information to the hospital and physicians, care managers help to prevent duplication of services, identify lapses and delays in treatment that may affect the timely discharge of the member, ensure that advance directives are respected, and collaborate with hospital staff regarding the discharge of the program member.
Nurse consultants work with the hospital to plan for the member's return to the community or to a nursing home. For members returning home, supplies and equipment are ordered so that, on discharge from the hospital, the member has the services they need. Additionally, the availability of caregiver support and need for additional home health aide services, rehabilitation therapy or increased nursing visits is evaluated. For an admission to a nursing home for a short term or permanent placement, the nurse consultant consults with the member, his/her family, the community provider, and nursing home staff to ensure a smooth transition to the nursing home.
Hospital care management strategies implemented by the program have yielded positive results. VNS CHOICE data collected around hospital utilization demonstrates that care management can influence member hospitalizations. According to internal administrative data, from the 4-year period 1999-2003, VNS CHOICE has experienced a reduction in hospital admissions and days per thousand for its members. Over this 4-year period, hospital days per thousand decreased 15 percent, and admissions per thousand by 10.8 percent. These data represent the change in rates for all members enrolled during this period of time.
Care Management in the Nursing Home
For VNS CHOICE members, post acute short-term rehabilitation therapy is the primary reason for a nursing home admission; however, as of 2005, 7 percent of the plan's members reside in a nursing home as a permanent resident. For these members, the plan remains responsible for both care management oversight and for the costs of the nursing home care. The program's goal is to manage transitions and provide continuity of care across all settings for its institutionalized members. Care managers identify the need for a nursing home admission due to conditions such as deterioration in health status, lack of caregiver support, or a condition in the home that leads to an unsafe environment for the member. Decisions regarding a nursing home admission from either the community or hospital are collaborative in nature. Care managers discuss the need for a nursing home placement and available options with the member, caregiver, care team clinicians, and community physician.
As is the case with hospitalized members, for individuals in the nursing home, care team clinicians serve as an advocate for the member and monitor the member while in the facility. On admission, information concerning the member's medical, social and environmental history and individual care preferences is shared with facility staff. Care managers participate in nursing home care team care planning meetings, review the member's medical record, verify that changes in medical status have been addressed in a timely manner, and monitor progress toward the achievement of goals as agreed on by the nursing home.
CONCLUSION
Since the first year of program operations, VNS CHOICE has been refining and redefining care management strategies, interventions, and guidelines to better address the needs of its members. Even in those settings where the program has collaborative responsibility only, care management guidelines and strategies have had a positive effect on the medical and long-term health status of members. Over the last 7 years, the program has successfully collaborated with individual member physicians to improve the functional and clinical status of enrollees while promoting an enhanced level of medication management.
Coordinating with community providers shapes the care plan for individual enrollees. Care managers have encouraged members to use services that can substitute for traditional home care, such as home delivered meals, social day center, and environmental modifications. Transportation is a key covered benefit to ensure that members have easy access to their community physicians and ambulatory service providers such as dentists, optometrists, podiatrists, and audiologists.
Through a series of guidelines and protocols, the program provides care management for members in the community, hospital, and nursing home and effectively manages transitions among and between settings and providers. By developing collaborative working relationships with hospitals (which are not included in the network of contracted community providers) and nursing homes, the program has become increasingly effective in executing its care management roles in these settings.
Managed LTC brings together home and community based services, institutional-based LTC and traditional medical care through an array of comprehensive care coordination strategies which focus on prevention, the treatment and management of chronic illness and related complications and LTC service needs. Managed LTC programs are helping to reshape the relationship between chronic illness and supportive LTC service providers for a population with multiple medical, social, environmental, and LTC service needs. The outcome of managed LTC is a coordinated approach to care that addresses a wide array of medical and LTC service needs for a medically complex and functionally atrisk population.
